An aortic saddle embolus causing paraplegia is rare and even rarer is a documentation of neurological recovery from this event. A 47 year old male presented with absent pulsations in the lower limbs and paraplegia, both of sudden onset. He underwent immediate bilateral transfemoral embolectomy.
Introduction
Saddle embolism of the aorta is a rare but serious complication of an underlying car diac disease.1.2 Although many a life and limb has been saved with the advent of heparin and early embolectomies, 3 ." what intrigues is the rare complication of paraple gia following the total occlusion of the aortic bifurcation by an embolus. Literature is scarce regarding the incidence and recovery from paraplegia complicating a saddle em bolus. [5] [6] [7] Case report A 47 year old man was admitted to hospital on 11th October 1992 at 11 am with a history of sudden onset an hour previously of severe pain in the lower back and both lower limbs with inability to move both lower limbs and numb ness. He was a known diabetic (NIDDM) on oral hypoglycaemic agents with 'good' control. There was a history of chest pain about a week previously.
Hc was seen on arrival by a senior registrar who observed the patient to have severe agonis ing pain. The femoraL popliteaL dorsalis pedis and posterior tibial arterial pulses in both lower limbs could not be felt. His skin was cold from umbilicus distality. There was no skin mottling. Flaccid total paralysis of both lower limbs with loss of all modalities of sensation and loss of tendon and superficial reflexes were found. The urinary bladder was distented and catheterisa tion drained 1500 ml of urine. Details of sacral sparing. of the bulbocavernous and anal re flexes. of anal tone. and of urinarv bladder sensation were not available from t he initial examination. A diagnosis of saddle thrombus with flaccid paraplegia was made, and an imme diate bilateral transfemoral embolectomy was performed. As the patient was taken to surgery immediately, the progression of any spinal neurological changes was not available pre operatively. However detailed postoperative serial neurological examinations were carried out by a consultant neurologist (Table I) .
Normal blood supply was established in both lower limbs within 7 hours of the onset of symptoms. The patient had relief of pain and Selective spinal arteriograms were done to as sess postoperative vascular patency from T8 to L4 levels (Fig 3) , which demonstrated a patent great radicular artery (artery of Adamkiewicz) arising uncommonly at L2 vertebral level. Electroneuromyography (ENMG) and nerve conduction studies done on 23rd December 1992 showed evidence of diffuse axonal damage in both lower limbs. The patient made a good recovery from para plegia during his hospital stay of 2 months, regaining bladder control and motor power in both lower limbs (Table I) . He was placed on oral anticoagulant therapy on discharge.
Discussion
Paraplegia is a rare complication following an aortic saddle embolus.s-7 In order to understand the association of saddle em bolus and paraplegia it is necessary to consider the arterial supply of the distal spinal cord and cauda equina. The main arterial supply of the distal spinal cord is from the artery of Adamkiewicz (GRA) though it may receive liberal collateral circulation from the branches of the internal iliac artery; but the cauda equina is known to derive most of its blood supply from the lateral and medial sacral arteries arising from the internal iliac artery. 8 
Why is paraplegia rare following saddle embolus?
The GRA commonly arises between T8 and T12 vertebral levels and it reinforces the arterial blood supply arising segmentally. 8 Saddle embolus, lodging at the bifurcation of the aorta, may not jeopardise the usual higher origin of the GRA. It has been hypothesized by Dickson et al that an aortic saddle embolus may obstruct and/or lead to proximal thrombosis of the GRA arising at an unusually low level (below T12 level), and result in distal spinal cord ischaemia or infarction and paraplegia. 7 Interestingly, no attempt has been made so far to prove or disprove this hypothesis; the rarity of such events could be a reason. The demonstra tion of a large serpiginous spinal radicular artery going cephalad and taking a hair pin bend towards the distal spinal cord in our patient may well be the GRA in ques tion.9.10 This arose from as Iow a level as L2.
In a review of 11 cases of spinal stroke by Silver et ais only one patient had paraplegia due to a saddle embolus. In that report, despite embolectomy being performed pre sumably within 12 hours after the event, the 
